pectoris as "a disease which I had too often met with".62 Individual cases such as one reported by Edward Jenner of vaccination fame contributed to the total.63 As remarked by Latham a century later, angina pectoris is "an assemblage of symptoms ... made to bear the name of a disease".' It is therefore necessary to examine critically all late-eighteenth-century clinical descriptions, as it was upon these alone that the diagnosis could be based and the extent estimated. Heberden himself pointed out the need to distinguish angina pectoris from other types of chest pain that were different in character and benign in their course.65 This differentiation can be difficult even today when the purely descriptive term "chest wall pain" isfaute de mieux used as a diagnosis. The diagnostic problem was well recognized before the end of the eighteenth century when Caleb Parry reviewed the recent literature and added some of his own experiences. He considered the condition common enough to be worthy of a book that he wrote and entitled An inquiry into the symptoms and the causes of syncope anginosa, commonly called angina pectoris. He accompanied one of his own patients on an uphill walk, the gentleman having volunteered to thus induce the pain so that he could be observed during the attack. Parry remarked on "considerable experience of my own with this disorder" and was able to distinguish what he considered to be true angina pectoris from the paroxysmal discomfort associated with asthma. He also excluded patients in whom either dyspnoea was the dominant symptom or the pain abdominal in location. Modern observers might also query some of Parry's examples in which "syncope" was the main feature, but with this exception his careful observations and critical judgement suggest to a contemporary physician that his patients and those of half a dozen other contemporary doctors whose diagnoses he accepted were in fact suffering from angina pectoris. Indeed modern physicians might regard as truly anginal instances of pain that were characteristic in nature, but tended to be dismissed by Parry because they occurred only in association with palpitations.' A rapid heart rate results in increased work for the heart and is now recognized as a frequent precursor of the typical pain.
Some of the diagnoses of angina pectoris made by late-eighteenth-century authors other than Parry do not stand up to modern critical appraisal. Indeed one of Heberden's original patients would appear from his description to have had some 61 The symptoms of which John Hunter complained in the last eight years of his life were typical. His clinical course was recorded in detail by his brother-in-law who described how in 1785 Hunter developed unpleasant sensations in the left side of his face with radiation to the head, lower jaw, throat and left arm as far as the ball of his thumb. Occasionally the pain, as it was subsequently described, occurred in the right arm as well and it later extended to his sternum. It was often agonizing and on occasion accompanied by fainting. At the start, these episodes were brought on by exercise, such as walking up a slope or climbing up stairs, but never when going down. Eventually the pains occurred even at rest and on occasion they woke him from sleep. The attacks continued to occur with agitation and in particular when in difficult situations which he could not control. John Hunter foretold the possibility of his dying during an emotionally induced attack and in this he was prescient. In 1793 he did indeed pass away during one such episode.7'
An anonymous individual wrote a letter to Heberden that was published with an addendum in 1785. In it the writer described the similarity of his own symptoms to the composite picture presented earlier by Heberden. indicate that, in contrast to earlier years, patients who suffered from the pain of angina pectoris were no longer uncommon in late-eighteenth-century England. "Ossification" or, to use the modern term, "calcification" was frequently reported in eighteenth-century autopsies of patients who had suffered from angina pectoris for varying periods of time, one a patient of Fothergill with typical symptoms in life.77 In an autopsy description of a coronary artery, Jenner noted that a "firm fleshy tube . . . did not appear to have any vascular connections with the coats of the artery, but seemed to lie merely in simple contact with it". This is clearly recognizable as a 74Anon., op. cit., note 72 above, p. 7. description of a coronary thrombosis with occlusion of the vessel. Jenner also commented on "the importance of the coronary arteries and how much the heart must suffer from their not being able duly to perform their functions", thereby suggesting that the coronary artery blood flow was significantly impeded.78 Postmortem examination of a patient of Fothergill, performed in 1773, revealed the presence of "a small white spot as big as a sixpence resembling a cicatrix" located near the apex, the description being highly suggestive ofan old myocardial infarction.79 At other autopsies the heart muscle was described as "looser" and paler, as would now be associated with the fatty degeneration of chronic ischaemia. Cardiac rupture was also observed.80 Together these findings indicate that not only angina pectoris as a symptom, but also its connection to virtually all major pathological manifestations of coronary arterial disease was being recognized before the end of the eighteenth century.
Little There is only one other reference to a possible Continental author, a physician with a Spanish name. In contrast, Desportes quoted no fewer than seventeen British authors, including William Heberden himself. The other sixteen included Dr Wall with his twelve or thirteen patients, the anonymous writer who had informed Heberden about his own experience of angina, Caleb Parry and Erasmus Darwin, the paternal grandfather of Charles. Two English case histories were quoted in extenso by Desportes, one a patient of Fothergill. In contrast, he reported no French cases from the eighteenth century.92 The earliest possible one that he was able to find in the French medical literature was based on a description by M Baumes as late as 1808, forty years after Heberden's presentation to the Royal College of Physicians of London.93 Jean Nicholas Corvisart, the leading physician in France at the beginning of the nineteenth century, and Napoleon's personal doctor, wrote an essay in 1811 specifically devoted to illnesses and organic lesions of the heart and great vessels without making any mention whatsoever of angina pectoris, even though he described the pathology of cardiac rupture in detail.9" The failure of physicians in France to report patients with angina cannot be attributed to lack of clinical acumen. 1762, subsequently playing an important part in the establishment of the medical college of that city. Benjamin Rush, the outstanding Philadelphia physician of his day, had also travelled in Europe, and Dr John Morgan of Philadelphia had visited Italy, meeting Morgagni in Padua in 1764. However, the first reference to angina pectoris in the American medical literature appears to be that which was written by John Warren in 1812 and published on the first page of the very first issue of the New England Journal of Medicine and Surgery, the forerunner of the present New England Journal ofMedicine. Warren reviewed the history of the condition and noted the relation to coronary ossification, quoting extensively from the work of English physicians, notably Heberden himself, Wall, Fothergill, John Hunter and Jenner. Warren reported four of his own cases, but made no mention of this symptom having occurred in the practices of any other American physicians.9 Angina pectoris does not appear to have been observed in the United States in either the late eighteenth or the very early years of the nineteenth century.
During the last half of the eighteenth and the beginning of the nineteenth century the report of Hoffmann from Halle generated only five possible accounts of angina pectoris in any of the kingdoms or principalities of pre-unification Germany. Morgagni's description of two patients was followed by no other in the various Historical Evidence states of Italy even by 1804, when reference to fatty myocardial change was made by Antonio Scarpa, a pathological description unaccompanied by any recording of prior exertional chest pain.'°°None was reported from the Netherlands by the countrymen of Boerhaave. It is hardly credible that the silence of Western European and American medical writers could reflect a failure of recognition by physicians, fully acquainted as they were with the many descriptions of the symptom complex as documented in England. One can but conclude that for several decades after 1768 angina pectoris scarcely affected anyone living either on the Continent of Europe or in North America. W L Proudfit remarked that "a just appellation" for angina pectoris "would be a British disease".'"' Reasons for its exclusive geographical as well as its societal distribution must therefore be sought in conditions unique to eighteenth-century Britain.
Antonio Scarpa, Sull'aneurisma, riflessioni ed osservazioni anatomico-chirurgiche, Pavia, 1804, quoted in Leibowitz, op. cit., note 25 above, p. 106.
'0 William L Proudfit, 'Origin of concept of ischaemic heart disease', Br Heart J, 1983, 50: 209-12, p. 209.
